superior maxilla and the maxilla itself are implicated. The growth consists of new bone deposited under the periosteum. It grows slowly in all directions but does' not enter the nasal, orbital or buccal cavities. The symptoms are pain with the presence of a sore in the nose at the commencement of the disease, later headache. The growth interferes with sight by growing in front of the eyes and even hiding them The skin over the tumour is normal and freely moveable. The com'se of the disease is that the swellings may cease to arow at any period of their existence or may continue to grow for years. They do not, so far as the author's experience goes, break down or ulcerate. The disease appears to be more common in men than in women.
Cases are described and drawings given. The only treatment is removal. The periosteum strips off readily, and under this is a thin shell of compact bone somewhat ridged 011 the side towards the periosteum. The rest of the tumour consists of cancellous bone. As regards etiology the disease is probably due to the absorption of the poison of 'yaws' from the nasal mucous membrane. The disease occurs also in the West Indies. It would be interesting to know if it has ever been seen in Assam as a sequel to "yaws." Surgical Hints.?(International Journal of Surgery).?The following useful hints are quoted from The Medical Review for December 1899 :?(1) Never allow a room to be swept or dusted just before an operation. Cover ; everything with wet sheets if necessary, so as to prevent ' the raising of dust. (2) When you have blood 011 your I hands first wash them in pure water ; soapy water does not dissolve blood readily. Clear water and a nail brush j should come first, soap next. (3) In all amputations, j remember that the loose muscles retract more than those attached to the bone. It is better to sever the loose muscles first, and the attached ones next, so that the ends may be of equal lengths. (4) If you believe that the oj)eration has been a clean one, leave the wound alone, if not an infected one. The best surgeons usually apply but one dressing, the first. When this is removed the stitches are taken out and the wound only needs a clean covering for a few days. (5) [June 1900.
-glycerin and continue the lieat for thirty or forty minutes, stirring the mass occasionally with a spatula, tin til a smooth, creamy mass is obtained. Remove the source of heat, and, when the mass is nearly cool, add the boric acid and the oils ; mix thoroughly, and preserve in tin or glass boxes, which are sufficiently tight to prevent the absorption of moisture from the atmosphere. Similar preparations have been sold in America under the names "
Antipldogistine" and ' Antithermaline.: [One of the best materials for a poultice in this ?country is the leaves of the neem tree. They are always available and any quantity of leaves can be kept boiling. The required amount for each poultice is taken out of the pot as required and slightly bruised.] Bezoaric Calculus.?{Medical Press and Circular, November loth, 1899). At the Gesellschaft der Aerzte, Preindelsbergers, Professor Shopf showed a bezoar stone of crinular origin taken from a young girl, twelve years old. On entering the stomach and draining off the fluid a longitudinal concretion was found with a tail extending -down the duodenum 30 centimetres (118 ins.) in length. The hair of the stone had a bright red colour with projecting black hair ; the former from the female head, and the black resembling horse hair. When dried the stone weighed 100 grammes or nearly six ounces. The symptoms before the operation were vomiting emaciation, and general malaise.
The diagnosis was a movable tumour easily felt through the walls of the abdomen, but whether it was a new growth or floating spleen could not be determined.
Bezoar are very rare in man, although they are frequently found in horse, cattle, sheep, chamois, and camel. In man they are usually met with in hysterical or mental imbeciles. They can be borne for a very long period without danger to life, ranging from six to twenty years. Inanition is the usual mode of exit
The diagnosis of such cases is usually obscure, although the history in some cases will easily decide the correct state, such as the habit of chewing or biting the hair of the head or beard. Asa rule, however, they are usually -confounded with floating kidney or spleen, cancer of the stomach, or a ficcal impaction in the transverse colon.
The therapy points to early gastrostomy. An interesting point in these bezoars is the growth of fungi peculiar to themselves (Schwarzwurzel).
The Management of Surgrical Injuries to the Ureters.?By Beverley MacMonagle, m.d.
(American Journal of the Medical Sciences, December 1899). The surgical work on the ureters in man was preceded by a number of successful operations on dogs, and excellent results have followed in the case of injuries to the human ureter. Many operations have been devised which may be arranged as follows :?
(1) Invagination of the proximal into the distal end.
(2) Tranverse end-to-end anastomosis.
(3) End-to-side anastomosis (Van Hook) (4) Oblique end-to-end anastomosis (Lovoe\ (5) Implantation into the bladder.
(6) Implantation into the bowel. (See original paper in the Transactions of the American QymccoloqicaI Societt/, Vol.
XX V, 1899). (7) Crossed anastomosis, i.e. switching the ureter into its hollow of the opposite side. A brief description of each method and some illustrative cases are giv en. The wiiter strongly recommends that when extensive abdominal operations are about to be performed bougies be passed into the ureters as a means of locating them and preventing injuries such as not infrequently occur and call for the above-noted remedial measures.
Alost of these injuries have been due to the displacement of the ureters by a tumour or tumours arising deep in the pelvis and pushing the broad ligament apart, or to carcinoma involving the broad ligament. In such cases, therefore, efforts must be made to locate the ureters and carry them out of the way before tyin" and cutting the tissues for removal. Wounds of the ureter can be sutured and the peritoneum stitched carefully ?orer them. Repair takes place in a satisfactory manner.
Transverse end-to-end anastomosis has to its credit seven cases with recovery so far as the ureter was concerned.
Invagination of the proximal into the distal end has been uniformly successful, except in one case. Care must be taken when there is uretero-vaginal fistula to get the urine into an aseptic condition before operating.
Chrysarobin a specific for Warts.?Dr. G. M. Fitz, quoted in the Medical Press, November 15th, 1899.
Excellent results have followed the treatment of warts with Chrysarobin. First pare down the wart until there is profuse bleeding and then apply a 10 % solution of Chrysarobin, the vehicle being either ether or ordinary gutta-percha solution.
Chromic acid or salicylic acid act much in the same way. Review, December 1899).?Kraske's operation was a great advance, as it allowed the lymphatics involved to be thoroughly extirpated The writer's operation with a parasacral incision, which he first employed for cancer of the uterus, allows of an equally radical removal, preserves the sacrum with the sacro-sciatic and sacro-iliac ligament*-, and is much less dangerous to life. In annular cancers, when there is a difficulty in completely emptying the bowel before the operation, a left lumbar colotomy should be performed some weeks previously. The following are the steps of the typical operation : (1) An incision is carried from the posterior margin of the anus to tlie junction of the lower and middle thirds of the sacrum ; the coccyx is freed from its attachments and sawn off obliquely. The wound is packed with gauze.
Excision of the Rectum and Sigmoid
(2) The skin incision is continued forward round both sides <?f the anus, the orifice of which is closed by a continuous silk suture. (3) Two to three fingers' breadths on either side of the intestine thick catgut sutures are inserted deeply into the tissues large curved needles, and are firmly tightened and knotted. The tissues can then be divided with scarcely any haimorrhage if incised as near as possible to the ligatures. (4) This process is repeated as often as necessary in order to penetrate deeply enough to completely separate the rectum from its lateral muscular connections (5) The bowel can then be detached without much difficulty from the hollow of the sacrum by pushing it forwards. Any hemorrhage during the process can be arrested by pressure. (fi) The bowel is freed anteriorly last, in the male from the prostate "land and bladder, in the female from the rectovaginal septum, and this in uncomplicated cases pres nts no difficulties.
Whenever necessary the peritoneum can be safely opened. (7) In carcinoma of the sigmoid flexure the mesentery is transfixed and ligatured with catgut, as near to the sacrum as possible, and divided. This allows the intestine to be pulled down, and the process of dividing the mesentery and bringing down the intestine is repeated until the latter is sufficiently free to allow of complete resection of the tumour and of joining what remains of the sigmoid flexure to the skin. (8) The skin incisions are closed, with the exception of a gap into which the intestine is sewn.
The writer does not attempt to preserve the sphincter ani. (9) If the vagina is involved in the growth, it can be removed with the rectum by prolonging the incisions forwards on either side of the vagina (bilateral paravaginal incision). The separation of the rectum from the sacrum by blunt dissection has the advantage of removing with it all the para-sacral tissue containing the infected glands. 037 results hitherto attained by surgical intervention in a large majority of the cases of spinal tumour that have been submitted to such treatment. In ten, perhaps twelve, of these cases the operation, it is stated, seems to have hastened death ; in nine cases, the surgical treatment made little difference in the progress of the case.
In ten cases the operative treatment is reported to have led to recovery; but in two of these cases, according to the authors, the records are not sufficiently perfect to allow of verification of the statement Tlie first case reported by the authors is one of a distinct and easily removable intradural fibroma in the lower part of the dorsal region. The patient, it is stated, though greatly unproved after the operation, and able to walk slowly without the aid of a stick, and free from any considerable pain, is yet far from well. In the other two cases, although the disease, which was malignant, involved the cord itself, and could not be removed, operative treatment, it is asserted, was followed by relief of pain and general improvement. At the end of their paper, however, the authors state that with regard to the favourable results which followed surgical treatment in these two cases it would be hazardous to assert that they were so clearly attributable to the operation as to justify repetition of the procedure in similar cases.
The Value of the Different Methods of Bowel Union.?By Prof Chlumsky, Centralblntt fur Ghirurgie (Therapeutic Gazette, October 1899). -The therapeutic Gazette quotes Fowler's abstract (Annals of Surgery, July 1899) of Chlumsky's paper. The experimental work was done on dogs and human cadavers.
The tests applied were those of hygro me trie pressure.
In the human bowel the intact intestinal wall alongside of the anastomosis was torn earlier than the site of the anastomosis itself. Recent intestinal unions in dogs, applied in the living animal and examined at once, apdeared to be less resistant than those in the bowel of the <lead dog.
The firmness of the intestinal anastomosis applied in the living dog diminished continuously for the first four ^lays. During the first twenty-four hours it diminished only moderately, unless the peritoneal inflammation due to the operation was very severe at the site of the anastomosis and its neighbourhood (100 to 200 millimetres hygrornetrically) ; if the loops of anastomosis were markedly reddened or otherwise considerably altered, the firmness of the anastomosis diminished surprisingly after twenty-four hours (20 to 100 millimetres hygrornetrically) ; forty-eight hours following operation, in case | of slight inflammatory reaction, the resistance was still less (80 to 120 millimetres hygrornetrically), and diminished still more during the next twenty-four hours. On the third and fourth twenty-four hours, the lowest resistance was regularly reached (50 to 90 millimetres hygrornetrically).
. .
On the fifth day the resistance to pressure increased (50 to 120 millimetres hygrornetrically', and on the seventh day increased to the resistance of the recent anastomosis (150 to 340 millimetres hygronietrically). rwenty-four days following, the original resistance was increased (250 to 350 millimeters hygrornetrically) Ten days following operation, the intact bowel toie before the site of anastomosis gave way (height of piessure 380 to 400 millimetres hygrornetrically); and on the fifteenth day in only one case did the anastomosis tear before the uninjured bowel wall. Thirty days after operation, and in one case 120 days after, the resistance ?f the site of anastomosis and the bowel wall was nearly equal.
At first sight it is surprising that such low pressure will tear the anastomosis between the third and nit i <Jay. One would imagine that the solidity of the anastomosis would steadilv increase. rlhis can be readily explained. During the "first two days the parts are | fixed mechanically ?by the suture or button. I he parts gradually become infiltrated and consequently less I resistant, thus offering a less secure hold for the fixing elements Every operator knows what small resistance most tissues possess two to five days after a trauma.
In the intestinal wall the conditions are similar. Further, anastomosis by button did not differ materially from anastomosis by suture ; either was torn by approximately the same amount of pressure. In case of simple mechanical traction the anastomosis by button gave way earlier, especially when the button was cast off or absorbed before the fifth day. Attention is drawn to thd fact that in certain cases in which the Murphy button was used, even in cases of recent anastomosis, while the anastomosis gave way sufficiently to allow the button to show, yet 110 fluid escaped for some time after. This is accounted for by the integrity of the purse-string suture fastening the intestinal wall to the button.
As a general rule, however, circular anastomosis stood a higher pressure than lateral. In recent anastomosis done by suturing, th<j site of rupture was almost always at the point where the knot of the continuous suture lay. This was particularly so if two knots lay together. If the continuous sutures were first tied separately and then together the perforation was always at this point.
All the anastomoses were exceedingly fragile from the third to the fifth day. In two cases, in spite of the greatest care, the anastomosis was torn before the manometer examination Adhesions to neighbouring structures, especially to omentum, were regularly present. During the first few days the site of anastomosis was found almost entirely encircled by portions of the greater omentum.
Later, after weeks and months, these adhesions were less numerous, but in only two cases were they entirely absent. In one case, the serous surface being scarified after WolflerV method, (he adhesions were so numerous that it was extremely difficult to identify the site of anastomosis. Anastomoses the seat of adhesions withstood a higher pressure than those not so supported. In one case a small flap of the greater omentum around the site of a button was sutured, with excellent result.
In regard to button methods, the results were not so favourable. Chlumsky concludes that a button must stay in a dog's bowel at least five days, protecting the site of anastomosis in a purely mechanical manner; if left longer than a week it is apt to cause necrosis. In one case a Murphy button passed per anum three days following its application?that is, at a time when its presence was most essential. I11 another case it caused perforation on the third day. The result with decalcitied bone button was still more unsatisfactory. All of these absorbable buttons, particularly Frank's, were absorbed early, or soon passed in a half-digested condition. Hardening or partial decalcification afforded but slight improvement.
In two children, the subjects of gastric fistula;, because of stenosis of the esophagus due to potash burns, the author had the opportunity afforded of introducing into their stomachs small undecalcilied bone olives.
These were in a stage of advanced digestion after two or three days. Decalcitied bone olives, left in the same time, became as soft as butter. In the colon, however, they remained unaltered for from seven to ten days. J. H. T. WALSH.
